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@ Truscon offers administrators and architects of 
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specially-built windows. All are designed and con- 
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THIS MONTH'S COVER 


The “total push” program for severely disturbed, 
suicidal or post-lobectomy patients who have failed 
to respond to routine treatment has paid unex- 

cted dividends as a “total push” educational pro- 
gram for all disciplines at the Spring Grove State 
Hospital, Catonsville, Md. 

The patients have responded as expected. More 
than one third have advanced to the convalescent 
ward or left the hospital. Others have achieved less 
spectacular results but show better physical health, 
improved personal hygiene and easier adjustment 
to social demands, with less destructiveness and less 
need for seclusion. The remainder failed to show 
lasting improvement. 

The inception of the program followed the com- 
pletion of a new 100-bed unit for disturbed female 

tients in September 1952. Each of the four wards 
e. two day rooms, two dining rooms, court yards, 
gymnasium, & beauty shop. Provisions for hydro- 
therapy, occupational therapy, interview and con- 
ference rooms are arranged to provide for classifica- 
tion of patients according to individual needs. The 
medical program includes insulin coma and electro- 
shock, as well as individual and group psychother- 
apy. Hydrotherapy is used to a limited degree. 

The ward physician determines patient assign- 
ments to ward units and activities, and psychother- 
apy, when prescribed, is conducted by a physician 
who exercises no administrative authority. A reg- 
istered nurse supervises men graduate psychiatric 
aides who have direct charge of three wards. Pa- 
tients respond favorably to this masculine influence. 

The “around the clock” program of activities is 
focussed on promoting self-respect and stimulating 
initiative. Emphasis is placed on personal appear- 
ance and deportment. The limited attention span 
of the patients necessitates frequent changes of ac- 
tivity during the day. The regular recreation de- 
partment was inadequate in meeting this need, so 
special religious services, movies, dances, coffee 
hours and TV periods are regularly scheduled in 
the unit. OT, art, gymnasium games and music 
periods do not exceed one hour. Volunteers pro- 
vide variety with special parties and concerts. As 
patients improve, work assignments in the unit as- 
sume prestige value, confirm feelings of usefulness 
and enhance self-sufficiency. One of the work as- 
signments is helping in the beauty shop. 

Imprudently assigned staff members are elimi- 
nated during the actual operation of the unit. This 
accentuates ward interactions and those who fail to 
form satisfactory interpersonal relationships be- 
come discouraged and drop out. Those who have 
initiative and ingenuity are the most effective. Con- 
tinuous supervision maintains proper focus and cor- 
relates the efforts of all to the ultimate objective. 
Deliberate means are used to promote insight 
among all members of the team. Physical effort is 
not enough—emotional incentive must pervade to 
achieve true “total push.” 


T. Glyne Williams, M.D., Clinical Director 
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Concepts of Food Service 
Changing in Mental Hospitals 


By CORA E. KUSNER, 
Director of Dietetics, Colorado State Hospital. 


Within my memory there have 
been three distinct eras of thinking 
regarding food service for mental pa- 
tients. For years it was popular for 
business managers or stewards, as 
they usually were called, to boast 
how cheaply they fed their charges. 
In the 1920's, daily food costs of five 
to seven cents were common. 

Gradually, as public relations pro- 
grams were established, came the 
second period—when thinking about 
food service for mental patients 
turned to quantities of foods used. 
Most public institutions are large and 
the public liked to hear about using 
a ton of potatoes a day or a thousand 
pounds of liver for a meal. Variety of 
food improved a little and actual 
hunger was better satisfied. 

Only in the last fifteen years has 
the average citizen begun to’ take an 
intelligent interest in both custodial 
care and therapy. Now, people asking 
about our food service are genuinely 
interested in the feeding problems, 
the nutritional status of our patients, 
what means we have of caring for 
those needing modified or therapeutic 
diets and whether or not the food is 
good in general. 

Most of this change-in thinking 
has come about because of the newer 
concept of mental illness as a disease 
to be treated. The dark asylums of 
the past are gradually being replaced 
with fine modern hospitals—and the 
superstition, fear and feeling of shame 
regarding mental illness is giving way 
to understanding and acceptance of 
this illness as no different from any 
other requiring surgery or prolonged 
hospital care. 


Mealtime Atmosphere Important 


Next to medical and nursing care, 
food is perhaps the most important 
factor in the recovery of mental pa- 
tients. Not just a_ well-balanced, 
wholesome diet, but food which 
brings contentment and makes meal- 
times happy, relaxed occasions—food 
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served with some semblance of nor- 
mal mealtime service at home. 

The small two or four place tables 
in the dining room of a modern men- 
tal hospital today are a far cry from 
the long table and benches of a few 
years back. Sufficient china or gay 
colored plastics are gradually replac- 
ing the metal cup and plate or di- 
vided tray. 

Slowly but surely, the oft repeated 
phrase “you can’t do that with mental 
patients” is being refuted as more 
and more hospitals are providing a 
full complement of silver for all ex- 
cept those patients physically unable 
to eat a general diet and an occasional 
acutely disturbed patient who may 
be in seclusion. 


Choosing Builds Self-esteem 


Cafeteria service with some choice 
of food has a definite therapeutic 
value for the mental patient. Not 
only does the act of saying what one 
wants to eat build self-esteem, but it 
results in much less waste. In our 
hospital we are using selective menus 
for many patients in the medical 
and surgical unit with the same suc- 
cess as in general hospitals. At present 
we have a 17-year-old diabetic whom 
the dietitians have taught to select his 
own diet from the selective menu, 
using the exchange system. He stays 
“sugar free” and happy; and when he 
goes home, he will be prepared to take 
care of his own diet. 

Food needs of mental patients are 
sometimes even more varied than 
those of general hospital patients. 
There are usually all of the commonly 
modified diets—diabetic, bland, low 
sodium, low fat. Tuberculous pa- 
tients need specially planned food. 
Sometimes the mental condition is 
the aftermath of another disease. 
Sometimes another disease develops 
because of the mental condition. 
Patients under intensive treatment in 
hydro-therapy or shock therapy pre- 
sent special feeding problems. 


Recently our hospital occupied a 
new six-story building for the aged, 
The wards are small—for thirt, pa- 
tients. A cafeteria serves two wards, 
or sixty people. Small plastic-top 
tables are blue and cream, with a few 
reddish orange ones. In the cenier of 
each table is a sugar shaker and glass 
salt and pepper shakers. The metal 
chairs are upholstered in dark blue. 
With a rainbow quarry tile floor and 
colorful drapes at the big windows, 
the dining room is every bit as attrac. 
tive as any in town. Behind the stain. 
less steel cafeteria counter is a “finish. 
ing kitchen.” Coffee and toast are 
freshly made, there is a griddle as 
part of the cafeteria counter for grid. 
dle cakes, egg cookery, grilled ham. 
burgers or sandwiches. A roll warmer 
and ice cream cabinet are part of the 
setup. Adequate refrigeration keeps 
salads and desserts chilled until served, 


The Past a Grim Contrast 


As I talked with patients, helping 
them to become accustomed to the 
cafeteria service, teaching them to 
fill their glasses at the water cooler, 
my mind went back to my first glimpse 
of a mental hospital dining room. 
Long, white board tables, seating 
twelve, chairs painted dark brown, 
bare windows. Food served “family 
style” in heavy aluminum pans—never 
quite enough. Dishes which consisted 
of a plate, cup and spoon. No milk, 
no sugar. Patients marched in and 
stood at their places until a bell rang 
—then, everybody grabbed for the 
nearest pan of food. When you work 
with mental patients, remember this 
—they do not grab at food unless they 
are unreasonably hungry. 

Small wonder with the type of 
food service just described that re 
straint jackets had to be kept handy 
in the cupboard. Today, my dietary 
employees don’t know what a re 
straint jacket looks like. 

For those hospitals who have man- 
aged to improve equipment, there 
remains one major problem—quantity 
production of quality food. Quality 
food service is about one-third inspira 
tion, one-third organization and one 
third facilities with which to work. 
This does not vary much, whether you 
are feeding mental patients, general 
hospital patients, school children of 
the army. 


ADM 
FOR 
The 
begun 
cussio’ 
tion. 
at the 
fellow 
Psychi 
tion V 
chiatr 
minist 
physic 
group 
their | 
handl 
proble 
Acc 
starte 
but lit 
sessiOl 
Ande1 
Hospi 
Mr. 7 
of th 
Menn 
Th 
hour 
averas 
The | 
discus 
minis 
from 
could 
ers gu 
questi 
group 
minis: 
areas 
chang 
autho 
sonne 
ganiz: 
referr 
gover: 
probl 
tion. 
Sev 
probl. 
tering 
with | 
attitu 
with ; 
what 
Cussic 
woul 
profic 
Th 
tially 
ers he 


| 
| 
| 
| 
| 
2 
| 
| 
| 
| 


wards, 
LiC-top 
a few 
Lier of 
glass 
metal 
blue. 
or and 
icdows, 
attrac. 
stain- 
finish- 
st are 
dle as 
grid- 
‘armer 
of the 
keeps 
erved, 
t 
elping 
to. the 
to 
cooler, 
limpse 
room. 
eating 
Town, 
family 
never 
nsisted 
milk, 
n and 
rang 
the 
1 work 
or this 
ss they 


pe ol 
lat re 
handy 
lietary 
a 


> man- 
there 
lantity 
uality 
nspira- 
d one- 
work. 
er you 
eneral 
ren of 


Administration 


ADMINISTRATIVE SEMINARS 
FOR PSYCHIATRIC RESIDENTS 


The Menninger Foundation has 
begun a second series of seminar dis- 
cussions on psychiatric administra- 
tion. The plan was started last year 
at the request of several third-year 
fellows in the Menninger School of 
Psychiatry who felt that such instruc- 
tion would be useful to them as psy- 
chiatrists in positions involving ad- 
ministrative responsibilities. As ward 
physicians and members of clinic 
groups they had become aware of 
their lack of basic training in how to 
handle organization and_ personnel 
problems. 

Accordingly, the discussions were 
started, with attendance voluntary 
but limited to third-year fellows. The 
sessions were conducted by Dr. R. C. 
Anderson, Manager of the Winter VA 
Hospital, and Mr. Irving Sheffel and 
Mr. Thomas Dolgoff, both members 
of the administrative staft of the 
Menninger Foundation. 

The first series consisted of ten two- 
hour evening sessions, each with an 
average attendance of six residents. 
The participants were encouraged to 
discuss their own experiences in ad- 
ministrative situations, and to draw 
from them certain principles which 
could be applied generally. The lead- 
ers guided the discussions by raising 
questions that would stimulate the 
group to explore specific areas of ad- 
ministration. They focussed on such 
areas as Communication, introducing 
changes in organization, the use of 
authority, improving efficiency, per- 
sonnel practices and the value of or- 
ganization charts. Throughout they 
referred to practices in industry and 
government related to the solution of 
problems in a psychiatric organiza- 
tion. 

Several sessions were devoted to the 
problems of a new administrator en- 
tering an established organization, 
with particular reference to employee 
attitudes. The series was concluded 
with an evaluation by the residents of 
what they had learned from the dis- 
cussions and how this new knowledge 
would increase their administrative 
proficiency. 

The second series will follow essen- 
tially the same outline, but the lead- 
ers hope to have more actual problem 


A KEY TO RESEARCH AND EDUCATION 
MEDICAL RECORD LIBRARY 
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The Medical Record Library was depicted as “a key that opens the door to 
improved patient care” in this exhibit which was on display at the Sixth An- 
nual Neuropsychiatric Meeting at North Little Rock VA Hospital. This con- 
cept of the “key” is based on the Library’s services to Medical Research and 
Professional Education in providing medical and hospital statistics, reference 
indexes, evaluation of clinical data, and counselling, teaching and research 


assistance. 


Medical Record Library services were initiated in VA hospitals 


in 1948, and an increasing number of State hospitals are succeeding in obtain- 


ing trained medical record librarians. 


situations presented by the partici- 
pants. The new series is open to inter- 
ested staff members from Winter VA 
Hospital and Topeka State Hospital 
in addition to third-year residents. 


Medicine & Surgery 


PHYSICAL EXAMINATIONS 
OFFERED DEPARTMENT HEADS 
Realizing that the efficiency of its 
department heads was greatly de- 
pendent upon their general health, 
the administration of the New Jersey 
Neuro-psychiatric Institute at Skill- 
man offered voluntary physical exami- 
nations to all such personnel and 
their assistants. The response was 
gratifying: all accepted the offer. 
With the aid of the Institute’s Con- 
sultant in Internal Medicine, each re- 
ceived a thorough physical examina- 
tion, including X-ray and laboratory 
studies and other indicated tests. It 
was found that 26 per cent had cor- 
rectable physical defects of which 
they had been unaware previously. 
The Institute’s Superintendent, Dr. 
Robert S. Garber, reports that this 
service will be continued on a semi- 
annual basis for all key personnel. 


LARNED STATE HOSPITAL 
HAS ‘WALKING BLOOD BANK’ 


A “Walking Blood Bank” is being 
set up at Larned (Kans.) State Hospi- 
tal in order to have a ready supply 
of all blood types. The operation is 
being carried on through the hospi- 
tal’s laboratory, under the supervision 
of the medical technician, C. D. 
Locke. 

Both patients and employees may 
volunteer to serve the Bank. The 
laboratory will type their blood at 
no cost; when transfusions are needed, 
it is expected that the blood will be 
donated without charge. An index 
file of the blood type cards is kept 
in the library record room. The vol- 
unteer receives a duplicate card to 
carry with him at all times. Thus, 
if he should be injured and in need 
of a blood transfusion himself, the 
physician could quickly learn from 
the card what type of blood was 
needed. 

To date the bank has typed 150 
people. Dr. J. T. Naramore, the hos- 
pital’s Superintendent, hopes that 
eventually every employee and pa- 
tient will join in the effort. 
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Continued Treatment Means 
Convalescence, not Confinement 


By L. B. LAMM, M.D., 
VA Hospital, North Little Rock, Ark. 


Continued treatment service should 
mean convalescence not just confine- 
ment. Yet even in this age there are, in 
some places, poorly lighted, badly 
ventilated, drably painted day rooms 
equipped with “typical NP” chairs 
lined with precision around the walls 
and a table in the middle. An in- 
evitable feature of this picture is the 
white-clothed attendant stationed stra- 
tegically to thwart any move that sug- 
gests a release of energy on the part 
of a patient. 

Continued treatment calls for two 
elements; physical environment and 
personnel. If one had to choose, per- 
sonnel probably would be the more 
important. Without interested and 
trained personnel, a “chronic’”’ patient 
would be no better off in the most 
elaborate suite of a luxury hotel. 

The physical environment should 
be as pleasant and attractive as pos- 
sible. It is bad enough to take away a 
man’s freedom; but to confine him 
without providing some outlet for his 
esthetic, physical, emotional, and spir- 
itual needs is to be unnecessarily cal- 
lous. We have found that in such a 
building as ours we can reasonably 
care for upholstered furniture, pastel 
walls, flower boxes, floor lamps, maga- 
zine racks with up to date periodicals, 
ward bulletin boards, draperies and 
other “accessories”. 

There is, of course, some damage 
to the furnishings but not beyond 
the bounds of reason for 148 men con- 
fined in a relatively small space for 
most of the twenty-four hour day. 
They are here day in and day out, 
week in and week out, month in and 
month out, and year in and year out. 
’ However, the damage does not seem 
as great in proportion as that found 
in classrooms, conference rooms, or 
social clubs where “normal” people 
meet for an hour or so. 

The head nurse and the ward phy- 
sician must “spread themselves thin” 
to give necessary attention to all pa- 
tients. It is, then, the psychiatric aide 
who is with the individual patient 
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constantly, who is immediately avail- 
able if something imaginary or real 
goes wrong. In the final analysis, we 
who are responsible for the health and 
well-being of our patients must be 
concerned with the selection and 
training of the people to whom we 
are going to entrust some of our re- 
sponsibility. 


Need for Good Aide Assignment 


Studies have been made of the 
effectiveness of psychological tests for 
screening and predicting the future 
efficiency of psychiatric aides. These 
methods are useful in ruling out 
borderline psychotics and _psycho- 
paths, but as yet, none of the tests 
or studies give much information 
about whether the prospective em- 
ployee will make a good or bad psy- 
chiatric aide or whether he is poten- 
tial “charge aide” material. There is 
simply no substitute for observing the 
aide in his duties on the ward and 
in his relationships to the patients. 

For example, an aide with one type 
of personality make-up may not have 
the patience and persistence to appre- 
ciate the long-term nature of the care 
and treatment necessary for our pa- 
tients. It then becomes a frustrating 
experience for him to be assigned to 
such a service. On the other hand, he 
may make an excellent adjustment on 
a more active admission ward. How- 
ever, all variations of aggressive and 
passive personality types are neces- 
sary, considering the diversity of the 
diagnoses and behavior patterns of 
the patients. The psychiatric aide 
must be encouraged to realize that 
his job is an important part of the 
patients’ treatment. If a really good 
training program is provided for 
aides in the hospital, we can assume 
that he has acquired the rudiments 
of the knowledge he needs; and that 
he is capable of assuming some re- 
sponsibility for reporting unusual or 
significant changes in behavior if we 


allow him that prerogative. We have 
all seen mute, catatonic, or neg tivis. 
tic patients who will relate themselves 
to an aide or nurse with whon: they 
feel “safe”, whereas the physician 
must spend additional time to gain 
the same rapport. With appropriate 
suggestions as to therapeutic attitudes 
and behavior, the aide is a valuable 
asset in psychotherapy. 

Once an aide has been found to 
carry out his duties satisfactorily, 
once he knows the individual pa. 
tients and the routine, and begins to 
feel comfortable and at home on a 
ward, he should not be moved to 
another ward except for sound and 
compelling reasons. Few things so 
quickly destroy the morale of the 
individual aide, or that of other per- 
sonnel on a smoothly functioning 
therapeutic team, as the knowledge 
that one member may be lost with. 
out sufficient reason or warning and 
that the team must start all over again. 
Once an aide learns that his opinions 
and suggestions are appreciated and 
he feels free to offer them, his value 
to the hospital doubles. 


Physician’s Support Vital 

The head nurse and ward physician 
must be able to exchange criticisms 
concerning the care of patients with- 
out personal prejudices. They must 
be concerned with all phases and 
aspects of the individual as well as 
the over-all functioning of the ward. 
In carrying out administrative duties 
the nurse must remember that her 
primary function is the well-being of 
the patients, and that she should, 
therefore, spend as much time as pos 
sible with them. The ward physician 
must be willing to place confidence 
in the administrative personnel, par- 
ticularly if there is going to be any 
time left for much individual atten- 
tion for the patients. He must be 
cognizant of the fact that there are 
at least three different shifts of peo 
ple working. The purpose is defeated 
if any one group is left out of the 
planning and implementation of 
ideas. This is particularly true of 
praise for work well done. The ward 
physician must be willing to listen t 
personal grievances of the staff mem 
bers on his ward and must attempt 
to help all members gain satisfaction 
from their work. 
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Clothing 


Hospitals Report Results 
of Dress Testing Project 


Final reports have been received 
from all but one of the ten public 
mental institutions which last year ac- 
cepted the invitation of the A.P.A.- 
M.H.S. Committee on Clothing to par- 
ticipate in a dress-testing project. The 
project was undertaken to determine 
whether garments made of the new 
synthetic-fibre fabrics were suitable for 
yse with mental patients. The Com- 
mittee worked closely with several 
leading manufacturers of synthetic 
fabrics to develop a nylon-orlon dress 
ee MENTAL HOSPITALS, June 
1953, page 8.) 

Each of the participating institu- 
tions purchased from 6 to 50 of the 
orlon-nylon dresses to test for at least 
three months under certain controlled 
conditions. Each was to set up a “test 
group” of patients to wear the orlon- 
nylon dresses, with a “control group” 
of a corresponding number and type 
of patients to wear cotton dresses from 
the regular hospital stock. For prac- 
tical purposes of reporting, the pa- 


lients participating in the test were 
classified as “Quiet”, “Overactive”, 
“Untidy” or “Destructive”, according 
to the primary behavior trait dis- 
played. 

Monthly reports were given on the 
condition of the dresses, rating them 
as Excellent, Good, Fair, or Unusable 
(destroyed) according to how much 
they had deteriorated from their orig- 
inal condition. 

Because in actual practice the test 
and control groups were not evenly 
matched, the following results are 
given in percentages to enable com- 
parison. 

At the end of the first three months, 
12.75%, of the Test (orlon-nylon) 
dresses had been destroyed; 17.5% 
were in Excellent condition; 57% 
were rated Good; and 12.75% were 
Fair. 

Of the Control (cotton) dresses, 
10.5°% were destroyed; 12° were rated 
Excellent; 43.759 were Good; and 
33.759 Fair. 

Several of the participating hos- 
pitals extended their tests for an ad- 
ditional three months. At the end of 
this time, 81° of these Test dresses 
were in Good condition; 12% were 
Fair and 7° had been destroyed. Of 


the Control dresses kept in test, 24% 
were rated Good at the end of the 
sixth month; 39% were Fair and 37% 
had been destroyed. 


Slipper Reports Favorable 


Reports have been received from 
ten of the 30-odd hospitals which 
ordered the synthetic fibre slippers 
(See MENTAL HOSPITALS, Sep- 
tember 1953, page 9). Seven of the 
ten rated as Excellent or Good the 
slippers’ comfort, appearance and 
washability; 8 agreed that they dried 
quickly, were long-wearing, resisted 
being kicked off Sy patients, and did 
not fade or discolor. Nine hospitals 
found no shrinkage or stretching re- 
sulting from laundering. 

These slippers had been in use at 
these hospitals from several weeks to 
four months at the time the reports 
were made. All but one of the hospi- 
tals felt these slippers were more satis- 
factory than the type they generally 
used, and would recommend them 
for use by other hospitals. Two re- 
ports noted that the slippers were not 
suitable for invalids with edema of 
the foot. Karoll’s, Inc., are distribut- 


ing. 
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Supeimportan to have GARMENT-STRENGTH 


Highest resistance to tearing, puncture, abrasion. Reinforced con- 


ing detail and proportions. 


sary fastening devices. 


budget-saver — 


... specify Karoll’s 


supercloth* 


expert-planned apparel for men, women, boys, 
girls—or piece goods. 


struction at every stress-point; all seams lock-stitched. 


APPEARANCE large selection of quietly colorful patterns 


on richly mercerized white background; garment design of pleas- 


COMFORT To keep the wearer from becoming uneasily 
conscious of apparel. Utmost simplicity of dressing; no unneces- 


ECONOMY Moderate initial cost distributes itself over 
extra months of wear! When you need a PROVED-IN-USE 


*pre-shrunk; maximum 
residual shrinkage 1% 


For samples, write or wire oe 


KABOLBS Inc. 


INSTITUTIONAL DIVISION + 32 North State Street, Chicago 2 
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Rating and Approval Criteria 
for Mental Hospitals 


By MESROP A. TARUMIANZ, M.D. 
Chairman, A.P.A. Central Inspection Board 


The map shows in graphic form the 
requests received by the A.P.A. Cen- 
tral Inspection Board for its services 
to 133 state and provincial hospitals 
in 29 states, 3 provinces and the Ter- 
ritory of Hawaii. Up to April Ist, the 
Board has inspected 87 hospitals, 53 
of which have been rated. 

Numerous requests have been re- 
ceived for inspection by private hospi- 
tals and schools for the retarded, but 
since the state hospitals care for over 
90% of people suffering from mental 
illness, the policy of the Board at pres- 
ent is to give preference to requests 
from state hospitals. It is hoped to 
start work in private mental hospitals 
and schools for the retarded in the 
near future. 

The Central Inspection Board was 
established by the A.P.A. primarily 
for the purpose of assisting hospitals 
in the battle to raise standards of care 
and treatment, to assist the public in 
evaluating their mental hospitals and 
to create a yardstick for the use of pro- 
fessional workers and students who 
might wish to work or study in a given 


hospital. The Board’s recommenda- 
tions lend weight and authority to the 
requests of commissioners and super- 
intendents for additional funds to ex- 
pand patient facilities, increase pro- 
fessional staffs and set up training and 
research programs. 

A recent agreement with the Joint 
Commission on Accreditation of Hos- 
pitals (the body which has taken over 
the entire program of inspecting and 
rating U.S. and Canadian hospitals 
from the American College of Sur- 
geons) provides that all mental hos- 
pitals should be inspected and rated 
by the A.P.A. Central Inspection 
Board. 

The list of all approved hospitals, 
soon to be published by the Joint 
Commission, will include the names 
of mental hospitals which have been 
approved or approved conditionally 
by the Central Inspection Board. 

Of the 53 state mental hospitals 
rated to date, three have been “Ap- 
proved” and 17 “Conditionally Ap- 
proved.” 

Approval means that the hospital, 


considered by present standards, js 
judged to have a trained and organ. 
ized staff, sufficient treatment facilities 
and sufficient physical capacity to give 
adequate care and treatment to its 
patients. It does not mean tliat it 
needs no further improvement to en. 
able it to give more than merely ade. 
quate care and treatment. 

Of the 17 hospitals which have been 
conditionally approved, many missed 
approval because of shortage of pro- 
fessional staff, overcrowding and lack 
of treatment facilities. Such hospitals 
may obtain approval if they can bring 
their professional staff up to the re. 
quired standards, relieve overcrowd. 
ing and increase treatment facilities, 


All Departments Considered 


Each hospital is rated on 30 depart. 
ments with a maximum of 100 points 
for each one of these. Nine depart. 
ments are considered essential—ad- 
ministration, physical plant, medical 
staff organization, medical records, 
clinical and pathological laboratories, 
X-ray department, nursing service, 
dietetics and facilities for patient care 
—and each one must have 70 or more 
points for approval, with 75 or more 
for the medical staff and nursing serv- 
ice. 

All 30 departments are considered 
in rating and the remaining 21, in- 
cluding for instance, social service, 
psychology, industrial therapy, occu- 
pational and _ recreational therapy, 
tuberculosis service and others—must 
have an overall average of 70 points 
for approval, even though certain in 
dividual departments may fall below 
this figure. 

Hospitals having 60-69 total aver- 
age for all departments received con- 
ditional approval, providing that not 
more than two essential departments 
fell below 60 and that neither the 
medical staff nor the nursing service 
fell below this figure. 

All hospitals which have been rated 
and have not obtained full approval 
will receive, in addition to the copies 
of the detailed report of the Board, a 
personal letter making recommenda 
tions for long or short term improve 
ments. This letter will make it cleat 
why the hospital was not approved, 
and will outline improvements I 
quired in specific departments so that 
by the end of three years, the hospital 
may be able to obtain approval. 
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The American Psychiatric Associa- 
tion, through the Office of the Medi- 
cal Director, is supplying professional 
consultation service to assist states in 
making surveys of their mental health 
needs. The surveys are carried out 
under a contract arrangement and 
are economical of time, money and 
manpower. A pilot survey is nearing 
completion, and surveys of two other 
“states will begin almost immediately. 


> The survey procedure involves the 
‘setting up of a State Survey Com- 
mittee, comprised of local profes- 
sional leaders in consultation with 
the department in the state which is 
responsible for the mental health and 
mental hospital program. The Medi- 
cal Director, as professional consult- 
ant, serves as the Chairman of the 
Committee, coordinates its work and 
supplements information from within 
the state with comparative data from 
national and international sources 
available through his office. He also 
prepares the draft report of the Sur- 
vey, which, following review and ap- 
proval by the Committee, is submit- 
ted as its final report. 


The surveys are conducted inde- 
pendently of the inspections made 
by the A.P.A. Central Inspection 
Board, whose function is to inspect 
and rate the mental hospitals. Never- 
theless, the findings of this Board are 
fully utilized in making the survey; 
and it is understood that before, or 
in conjunction with the survey, the 
state hospitals shall be inspected by 
the Central Inspection Board. 

Members of the State Survey Com- 
mittee each undertake specific fact- 
finding assignments and during the 
course of the survey, public hearings 
will give private and public agencies 
a chance to present their needs. 

In general the survey report seeks 
to delineate the essential elements 
of long range program planning in 
the mental health field and to relate 
the most advanced thinking and prin- 


ciples to the practical needs of the 
State. 


Emphasis is placed on the need for 


A. P. A. Consultation Service 
Available for State Surveys 


By DANIEL BLAIN, M.D. 
Medical Director, American Psychiatric Association 


professional direction and leadership 
in state programs and the role of a 
strong central office in providing this. 

The possibilities of developing a 
network of “lines of defense” against 
hospitalization are thoroughly ex- 
plored—e.g. clinics, day hospitals, 
half-way houses, mental health cen- 
ters, general hospital units and the 
like. 

Possible solutions are sought to 
the fundamental problem of how 
more personnel in all categories— 
psychiatrists, physicians, psycholo- 
gists, social workers, nurses, aides and 
so forth—can be trained in the short- 
est possible time and attracted to the 
state service. In general, increased 
expenditures for personnel to de- 
velop active treatment programs are 
viewed as a sounder investment than 
the interminable building of new beds 
for custodial care. 

Ways and means of tying the state 
hospital training programs closer to 
university medical schools are con- 
sidered at length, on the assumption 
that residency training can best be 
carried out in a university setting. 

The feasibility of setting up various 
types of funds earmarked for research 
is analyzed, together with guiding 
principles to govern the granting of 
funds to worthy research projects. 

Also considered are such special 
problems as facilities for disturbed 
and handicapped children, the ramifi- 
cation of the state mental health pro- 
gram into the secondary school sys- 
tem, psychiatric consultation for the 
courts, particularly children’s courts, 
facilities for the criminally insane, 
epileptics, alcoholics, the aged, drug 
addicts and others. 

In sum, the survey, in combination 
with the C.I.B. inspection of the hos- 
pitals, and taking into consideration 
the possible utilization of federal 
funds through the Hill-Burton pro- 
gram, deals with every phase of a 
state’s mental health and _ hospital 
problems so that a comprehensive pro- 
gram may be formulated to relieve 
the social and economic burden that 
mental illness presents. 


Legislation 


AMENDED CALIFORNIA LAWS 
AFFECT STATE HOSPITALS 


Several amendments passed by the 
California Legislature during the past 
year have reference to state mental 
hospital personnel, reports Mr. A. Ed- 
ward Nichols, Administrative Adviser 
to the Department of Mental Hygiene 
in Sacramento. The first entitles em- 
ployees of state facilities where per- 
sons are confined to secure reimburse- 
ment for personal articles damaged in 
the line of duty as the result of any act 
of a patient or inmate. The original 
law, enacted in 1947, covered only eye- 
glasses and articles of clothing. The 
amendment broadens coverage to pro- 
vide the cost of replacing or repair- 
ing eyeglasses, hearing aids, dentures, 
watches or articles of clothing neces- 
sarily worn on duty. 


The Nursing Practice Act was 
amended to extend for two years the 
authority of the Board of Nurse Ex- 
aminers to issue a temporary permit 
to any applicant currently licensed or 
registered as a professional nurse in 
another state or in Canada, providing 
the applicant is a U.S. citizen or has 
declared his intention to become a 
citizen. The temporary permit is val- 
id until January 1, 1956. 


Extension of Law for Physicians 


A similar two-year extension was 
granted a provision of the Medical 
Practice Act which authorizes the 
employment in California state insti- 
tutions of physicians licensed in an- 
other state. Such physicians are per- 
mitted to treat persons under the 
institution’s jurisdiction, with the 
supervision of a licensed physician and 
surgeon. A staff appointment under 
these circumstances is possible only 
after the applicant has registered with 
the State Board of Medical Exami- 
ners and has met their requirements 
of graduation from a medical school 
approved by the Board. Such appoint- 
ments must be vacated by October 1, 
1955, unless the person has secured a 
California physician’s and surgeon’s 
certificate in the meantime. 


ROBERT E. WYERS, M.D. 
Supt. Metropolitan State Hospital, 
Norwalk, Calif. 
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Geriatrics 


SPECIAL STAFF COUNCIL 
REVIEWS GERIATRIC PROBLEMS 


Staff organization at the State Hos- 
pital South, Blackfoot, Idaho, pro- 
vides for “Professional Interest 
Teams” who serve as advisory coun- 
cils to the Superintendent. One of 
these, the Council on Geriatrics, has 
made an intensive review of geriatric 
problems confronting the hospital. 
Their purpose was to re-evaluate the 
dynamics of the hospital’s program for 
aged patients, getting these patients 
under active treatment where indi- 
cated. The Council also made sug- 
gestions for returning to their fam- 
ilies as many as possible of those who 
did not require active treatment and 
could be properly cared for at home. 


The Council and the _hospital’s 
Social Service Department cooperated 
in arranging for nursing home care 
for others. Most of these older pa- 
tients needed only a minimum of 
supervision with good nursing care 
for physical infirmities. 


The result of these procedures has 
been a considerable increase in the 
number of beds available for acutely 
ill mental patients. 


The Geriatrics Council has also 
undertaken public education efforts 
recently. They are holding group 
meetings with patients’ relatives and 
various interested groups to increase 
understanding in the problems of old 
age. In some cases where the families 
live too far from the hospital to at- 
tend these meetings, they are visited 
by the social workers or seen indi- 
vidually when they visit the hospital. 


J. O. CROMWELL, M.D. 
Superintendent, State Hospital South 


Occupational Therapy 


QUONSET HUT SOLVES 
O.T. SPACE PROBLEM 


With the rapid increase in patient 
population at the end of World War 
II, New Jersey State Hospital at 
Trenton was forced to convert two 
large occupational therapy shops into 


THE PATIENT DAY BY DAY 


patient dormitories. As a_ result, 
many patients received no O.T. at 
all or only what was available on the 
overcrowded wards. Since new facili- 
ties were out of the question, the 
hospital administration decided upon 
the purchase and erection of a 100x50 
foot Quonset hut as the most practi- 
cal solution. 

The Quonset was divided into two 
large shops, separated by a narrow 
section about 7 feet high, containing 
the lavatories and storage closets. A 
rough concrete floor was installed, 
and a 220-volt electric line supple- 
mented the regular wiring. Overhead 
fluorescent fixtures supplement the 
daylight from the windows. 

Certain minor additions were made 
after the building was in use which 
have greatly increased its usefulness. 
It was found, for instance, that the 
noise of the power tools used by the 
patients at one end was so greatly 
magnified by the echo characteristic 
of the hut’s arched construction that 
patients engaged in quiet activities at 
the other end were unable to remain 
in the building. This problem was 
simply and cheaply solved by install- 
ing a layer of Homasote panels on the 
open framing above the lavatory par- 
titions, extending it up to fit the arch. 

The half used for quiet activities 
gave more space than was needed, 
so a third shop was made by using 
government surplus steel shelves as 
partitions and backing them with 
Homasote panels. The result is a 
small but very useful pottery unit, 
supplied with an electric kiln. 

The rough concrete floor caused a 
continual dust problem, and when 
one gallon of floor paint soaked into 
a small section it was obvious that 
this remedy would be too costly. It 
was later discovered, however, that 
the same paint, much diluted and 
sprayed on in two coats, was the 
answer. 

It was necessary to install a large 
exhaust fan in each end of the build- 
ing to combat summer temperatures. 
This was a relatively inexpensive im- 
provement, and during the past sum- 
mer even insulin therapy patients did 
not lose one O.T. period. 


During the five years of its use the 
Quonset hut has proved to have cer- 


tain advantages not shared by. the 
ward O.T. shops. Activities can be 
used which make more noise or need 
more space than is possible in a !uild. 
ing where patients are housed. Since 
the Quonset is a fireproof building 
not used for residence, lumber can 
be stored conveniently for use, « kiln 
is permitted and patients can sinoke. 
The patients consider assignment to 
the Quonset O.T. shop a promotion 
and a sign of their own progress, 


NAIDA ACKLEY, OTR, Director 
ETHEL HUEBER, OTR, Asst. Dir. 
O.T. Dept., Trenton State Hospital 


Mental Defectives 


ENID STATE SCHOOL 
EMPLOYS FORMER PUPILS 


Six names now on the payroll of 
Enid (Okla.) State School were pre- 
viously found on the institution’s ros. 
ter of pupils. “If we are not willing 
to hire them, how can we expect other 
employers to?” is the philosophy of 
Superintendent Anna T. Scruggs. The 
first two male pupils were employed 
in late 1952, one as a painter, the 
other as a heating plant employee. 
Several months later two others were 
discharged as patients and employed 
as a laundry worker and meat cutter, 
respectively. Two girl pupils joined 
the payroll last December, one as a 
housekeeper and the other as a clerk. 
Mrs. Scruggs reports that these work- 
ers, who live in the Employees’ Resi- 
dence, have maintained exemplary 
conduct and have been well accepted 
by other employees. 


DOROTHY HALL, R.N. 
Okla. Dept. of Mental Health 


Volunteers 


GRAY LADIES ENTERTAIN 
DEAF MUTE PATIENTS 


At Eastern State Hospital in Lex- 
ington, Ky., the Red Cross Gray 
Ladies give a special party twice a 
month for the deaf and mute patients. 
Usually from 12 to 20 such patients 
attend these parties. Special games 
are played, and a blackboard is used 
for conversation. Refreshments are 
provided and the patients greatly en 
joy these gatherings. 

FRANK M. GAINES, M.D. 
Commissioner, Kentucky Dept. 
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Volunteers Organize Dramatics for Low Grade Epileptics 
“This Is for Fun” Attitude Has Good Results 


By MIRIAM KARLINS 


Minnesota State Volunteer Coordinator 


Volunteer leaders in Minnesota, 
recognizing that therapists are trained 
workers, carefully avoid the concept 
of “therapy” as well as the word itself 
in a three-year old activity at the State 
School and Hospital for Epileptics at 
Cambridge, Minn. 

The activity, started in 1950 by four 
University of Minnesota students, 
consists of a leisure-time dramatic 
dub in which patients write, direct 
and produce their own ten-minute 
plays or skits for the entertainment of 
the entire hospital population. 

Patients taking part include men 
and women from the late teens 
through middle age. Some of them 
have very low I.Q.’s (most of the hos- 
pital’s patients have 1.Q.’s below 50), 
and are unable to read. They can 
learn their parts only by hearing them 
read. The remarkable thing is that 
such patients are so stimulated that 
they will spend hours “cramming” 
with the help of another patient in 
order to learn their parts. 


Patients Produce Material 


At the very first meeting the pa- 
tients were told that the volunteers 
wished them to write and act their 
own material. The response was en- 
thusiastic, although it was stressed 
that not everybody had to submit a 
script in order to be a member of the 
club. 


In most cases scripts are used in the 
exact form in which they are sub- 
mitted, although if a patient requests 
it, a volunteer will make suggestions 
as to content and writing style. The 
volunteers type all scripts, making 
minor changes only in consultation 
with the author. 

The group of 50 to 55 members 
produces from six to eight skits for 
each 2-hour long monthly perform- 
ance, and meets weekly for consulta- 
tion and rehearsal before the public , 
presentation. Patients themselves ob- 


tain or produce as many of the props 
as possible, the volunteers only step- 
ping in when the patients are unable 
to get what is needed. 

At the final performance a member 
of the volunteer group acts as master 
of ceremonies while the others help 
backstage. The patients who wrote 
and produced the skits come before 
the audience and are introduced; they 
announce their own play and the 
members of the cast. 

Prompting is done by patients and 
a theme song, written by one of the 
club members, is sung by the com- 
bined casts in front of the curtain. 
After the show, a social hour is held 
with mixed dancing encouraged. 

Because of the varying I.Q.’s, the 
plays differ widely, but every one is 
produced, regardless of style or con- 
tent, to provide all participants with 
a satisfying experience. 


Visits to Other Hospitals 


The volunteers live in the Twin 
City area and have to make a round 
trip of almost one hundred miles every 
week to keep their engagement. De- 
spite the Minnesota winters, they have 
only missed one meeting of the drama 
group in the three years it has been 
active. This fall the group hopes to 
charter a bus to take a full 2-hour 
show to other institutions in the state, 
to help stimulate similar activity in 
other hospitals. 

The volunteers go to the hospital 
as friends; they do not represent 
authority. Their relationship to the 
patients is not that of teacher to pupil 
but rather of interested friends who 
can be asked for help and guidance if 
required. There is therefore, excellent 
rapport between these workers and 


the patients. 
* * * 


Psychologist Evaluates Program 

“Despite emphatic statements by 
leaders of the Cambridge Dramatic 
Club that they have no defined thera- 


peutic goals,” writes John Hawkinson, 
Supervisor of the Psychological Serv- 
ices for the Division of Public Institu- 
tions, “it is apparent that good results 
are being obtained. 

“Patients who initially were shy 
and withdrawn have been gradually 
but markedly transformed as a result 
of their participation in these club 
activities. They hold themselves erect, 
speak freely, and participate spon- 
taneously in group activities. For 
these withdrawn, apparently schizoid 
persons, the experience has been 
clearly therapeutic. 

“It is interesting to speculate as to 
whether these rather dramatic person- 
ality changes are in part the result of 
the professed indifference of the group 
leaders regarding therapeutic out- 
come. It seems probable that the em- 
phasis on purely recreational goals 
and the carefully-enforced policy of 
non-interference has made it possible 
for emotionally withdrawn patients 
to make the difficult preliminary over- 
tures toward group participation at 
their own pace. There are no frenetic 
efforts to force any individual into 
group participation, which might have 
been the tendency if the objectives 
had been avowedly therapeutic. 

“What brings an emotionally with- 
drawn individual to subject himself to 
the ordeal of a public appearance? 
We can speculate upon the underlying 
narcissism of the schizoid individual 
but more confidently, we can point to 
high prestige values attaching to dra- 
matic group participation in the hos- 
pital setting. Possibly, however, an 
even more positive force is the gen- 
uinely non-authoritarian ‘this is for, 
you and this is for fun’ attitude of 
the volunteer group leaders. 

“This leader attitude, which delib- 
erately de-emphasizes therapeutic 
goals, creates a relaxed, unhurried, 
truly permissive atmosphere in which 
the patient can feel safe in taking his 
first cautious steps towards group 
participation. 

“It is also significant that, during 
the three years of club activity, not 
one patient has experienced a seizure 
during his performance at the final 
production; occasionally seizures have 
occurred during a rehearsal, but strik- 
ingly few have been recorded, despite 
the fact that most members of this 
group have numerous seizures during 
the course of a week.” 
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News § Notes 


A.P.A. Section on Mental Hospitals 
To Discuss Hospital Care of Elderly 

Five papers dealing with geriatric 
psychiatry comprise the program of 
the Section on Mental Hospitals at 
the A.P.A. Annual Meeting to be 
held May 3-7 in St. Louis, Mo. The 
overall topic of the program is “The 
Hospital Care of the Elderly Patient.” 
The papers are largely clinical in 
content, dealing with such aspects 
as arteriosclerosis, the use of Metra- 
zol, and convulsive disorders. Dr. 
Granville Jones, Superintendent of 
Eastern State Hospital, Williamsburg, 
Virginia, is Chairman of the Section. 


Psychiatric Nurse Consultants 
to Hold First Conference 


A working conference of about 30 
psychiatric nurse consultants con- 
cerned with the nursing care of the 
hospitalized mentally ill is to be held 
May 26-29 at the Princeton Inn, 
Princeton, N. J. 

The conference, known as the Insti- 


tute for Nursing Consultants in Psy- 
chiatry, is financed by a grant from 
the National Institute of Mental 
Health. It will be organized and con- 
ducted under the auspices of the 
A.P.A. Committee on Psychiatric 
Nursing, within the framework of the 
Office of the Medical Director. 

The Institute will explore the pres- 
ent functions of psychiatric nurse con- 
sultants with a view of developing a 
more unified approach and to clarify 
the purpose and direction of their 
administrative and educational func- 
tions. 

Members of the Institute will be 
psychiatric nurse consultants on the 
state and national level, with a selec- 
ted faculty of experts to assist in an- 
alyzing the functions, to consider the 
common problems and find possible 
solutions, and to seek ways and means 
of carrying on the work more effec- 
tively. 

The program for the Institute has 
been developed by a Planning Com- 
mittee comprised of Dr. H. Beckett 
Lang, Chairman; Drs. Daniel Blain, 
Harry Murdock, Riley H. Guthrie, 


BRADLEY MULTI-STALL SHOWERS 


Plumbing connections 
reduced by 80% 
Furnished partially 
assembled for quick 
installation anywhere 


@ Bradley Multi-Stall and Column Showers provide health- 
ful convenient group shower facilities at low cost. They are 
made in 3- and 5-stall units. Installation is quick, economi- 
cal, and, with Bradley Water Receptors, can be made on any 
kind of floor including wood. 

Piping connections are reduced by two-thirds to four- 
fifths because only one cold water, one hot water and one 
drain are required to serve three or five shower stalls. 
Bradleys can be furnished as column showers without 
partitions (see illustration at left), with water temperature 
control and soap dish for each bather. 

BRADLEY WASHFOUNTAIN CO. + 2317 W. Michigan St. + Milwaukee 1, Wis. 


BRADIEY) 
showed 


Distributed through Plumbing Wholesalers 


Catalog 5204 
mailed on 
request. 


Arthur P. Noyes, Ralph M. Chambers, 
and Mary Corcoran, R.N., Lavonne 
Frey, R.N., Esther A. Garrison, R.N,, 
Elsie Ogilvie, R.N., and Mary M. 
Redmond, R.N. 

The administration of the Institute 
is being carried out by the Central Of. 
fice in Washington, with the A.P.A, 
Nursing Consultant, Miss Ogilvie, 
serving as Executive Director for the 
Institute. 


Hospital Recreation Groups 
Form Council 


The three national agencies con- 
cerned with hospital recreation per- 
sonnel have formed the Council for 
the Advancement of Hospital Recrea- 
tion. The Council is composed of 
two representatives of each of these 
groups: the Hospital Recreation Sec- 
tion of the American Recreation So 
ciety; the Recreational Therapy Sec- 
tion of the American Association for 
Health, Physical Education and Rec. 
reation; and the National Association 
of Recreational Therapists, plus the 
Hospital Consultant to the National 
Recreation Association. Two repre. 
sentatives of the AAHPER Recreation 
Division will also serve on the Council. 

The Council will coordinate the 
aims and activities of the member 
agencies, with their prime purpose to 
raise professional standards. The 
Council is considering the setting up 
of a national registry or certification 
for qualified recreational therapists. 
Two sets of standards have been for 
mulated: one for those entering the 
profession, and another for those al- 
ready engaged in hospital recreation 
work. The unanimous agreement of 
the member agencies will be required 
before the standards are adopted. 


“Healthy Bodies Need Healthy 
Minds” Theme of Mental 
Health Week 


The National Association for Men 
tal Health has announced that the 
theme for this year’s Mental Health 
Week, to be observed May 24, i 
“Healthy Bodies Need Healthy 
Minds.” As in previous years, a greal 
many mental institutions throughou! 
the country have prepared Open 
House events to capitalize on the it 
creased public interest aroused by the 
local and national publicity which a 
tends Mental Health Week. 


tiona 
Act ) 
is nc 
admi 
Th 
quire: 
3 ter 
for n 
upon 
plans 
each | 
facilit 
or los: 
The 
nally 
officia 
tals ( 
ment | 
Counc 
profes: 
Health 
approv 


S pt 
culosis, 
Thes 
1946 iit 
of the 
beds f¢ 
every 
built. 
the recc 
105,702 
the Act 
mental 
M gene 
tal adm 
elves ix 
to avail | 
indicate: 
It is t 
followin; 
need for 


tural are 


| 
iA AR 
| 
| 
Psy 
ARE ECONOMICAL | 
| TO INSTALL 
beds 
2:3 hospita 
i; | for ch 
=< popula 
12 


con- 
per- 
for 
-crea- 
‘dof 
these 
1 Sec: 
So- 
Sec- 
yn. for 
Rec- 
iation 
us the 
tional 
repre: 
eation 
puncil. 
te the 
ember 
Dose to 
ing up 
fication 
rapists. 
‘en for- 
ing the 
hose al- 
‘reation 
ment of 
equired 
ted. 


althy 
tal 


for Met 
that the 
| Health 
9.8, is 

Healthy 
s, a greal 
roughou! 
Open 
the 
ed by the 
which a 


ARCHITECTURAL SUPPLEMENT 


The Hill-Burton Act of 1946 (Na- 
tional Hospital Survey & Construction 
Act) despite its Washington birthpiace, 
is not in essence a federal but a state 
administered program. 

The heart of the Act lies in the re- 
quirement that each of the 48 states and 
3 territories develop its own master plan 
for needed hospital construction, based 
upon existing resources. These state 
plans must, under the Act, be revised 
each year to take into account additional 
facilities in the way of new hospital beds 
or loss of facilities through attrition. 

These state plans were produced origi- 
nally and are revised annually by the 
oficial state agency in charge of hospi- 
tals (in most cases, the State Depart- 
ment of Health) assisted by an Advisory 
Council made up of leading lay and 
professional representatives. The Public 
Health Service in Washington merely 
approves these plans and priorities with- 
in the framework of the Hill-Burton 
Act—i.e., that federal funds in any 
State may not be used in excess of 4% 
beds per 1,000 population for general 
hospitals, 2 beds per 1,000 population 
for chronic illness, 5 beds per 1,000 
population for mental patients and 2% 
beds per 1,000 annual deaths for tuber- 
culosis, over a sample five-year period. 

These maximum figures established in 
1946 indicate clearly that the sponsors 
of the Act recognized the shortage of 
beds for mental patients, and offered 
every opportunity for such beds to be 
built. Yet as of December 31st, 1953, 
the records show that out of a total of 
105,702 beds of all types built under 
the Act, only 10,661 were for 
mental patients, compared with 82,537 
in general hospitals. We mental hospi- 
tal administrators might well ask our- 
elves in what way we have neglected 
to avail ourselves of the priority so clearly 
indicated under the terms of the Act? 

It is true that during and immediately 
following the war, there was extreme 
need for general hospitals, especially in 
tural areas. When it was found that no 


ARCHITECTURAL STUDY 


Psychiatry Should Take Opportunity Offered by Hill-Burton to Plan State Hospital Needs 
By WINFRED OVERHOLSER, M.D. Chief Consultant, Mental Hospital Service 


adequate criteria existed for hospital 
plants in terms of total needs, the Ameri- 
can Hospital Association established the 
Commission on Hospital Care. With the 
aid of funds from foundations this 
Commission prepared a report on United 
States hospital needs. As a result of the 
work, the Commission recommended 
federal legislation in order to meet the 
country’s needs. It was largely from 
this recommendation and_ with bi- 
partisan support that the Hill-Burton Act 
stemmed. 

Because general hospital needs at that 
time were so acute and because funds 
were limited, no full study of mental 
hospital needs was made. The plan for 
each State, developed since then under 
the Hill-Burton Act, has been aimed 
toward developing an orderly method of 
meeting needs, working towards the 
ultimate end of securing a coordinated 
general hospital system. Yet nothing 
similar has been projected for a coordi- 
nated mental hospital system because no 
national information offers guidance to 
such mental hospital and health needs. 

Several amendments to the original 
Act have extended its scope considerably. 
The first was enacted in 1949, when the 
original sum of $75,000,000 federal funds 
authorized to the program annually was 
increased to $150,000,000. The Act, 
which was originally to run until the 
middle of 1951, was extended to 1955. 
A later amendment extended it to 1957. 

Whereas the original Act called for all 
States to match federal funds at the rate 
of $2 state funds to $1 federal, the 1949 
amendment allowed a state to secure as 
much as two-thirds of its construction 
money from federal funds. This was be- 
cause many rural areas were not able to 
raise the larger amounts. Money is al- 
lotted to States and territories on a for- 
mula based on population and per capita 
income. Thus states with a low per 
capita income and large population are 
allotted more money than states with a 
higher per capita income. 

The present Administration has recog- 
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nized the value of the work done under 
the Act, and a bill containing a series of 
amendments was recently passed by the 
House, and is now in the Senate. This 
calls for an extra $60,000,000 to fill un- 
met needs with respect to chronic disease, 
diagnostic and treatment centers, nursing 
homes and rehabilitation centers. A fur- 
ther $2,000,000 is requested for survey- 
ing and planning these needs. 

Dr. John W. Cronin of the Public 
Health Service well said at the A.P.A. 
Conference on Mental Hospital Design 
and Construction in 1952: 

“The time has come to balance our 
categories, particularly in the mental 
health field. It is our biggest and great- 
est need in terms of beds, in terms of 
medical care... . 

“But in every state in this Union the 
law requires that there be an Advisory 
Council appointed to the designated state 
agency in that state for the hospital-con- 
struction program. On that advisory 
council there must be representatives of 
the health professions: doctors, nurses, 
dentists, public health engineers, sani- 
tarians, and so on; and an equal number 


of the consuming public: the clergy, the 


laymen, the merchants. . . . 

“Psychiatry and mental health should 
be represented on these Advisory Coun- 
cils and they should see that each Ad- 
visory Council is informed about the 
psychiatric needs of the people in the 
state, so that it can help amend and re- 
vise . . . the state’s plans. It is each state’s 
plan for hospital construction which con- 
trols the money that goes into that state 
and determines the kind of facilities we 
are going to build there.” 

This was true two years ago. It is 
equally true today. With the shift in 
emphasis from the conception of state 
mental hospitals as custodial institutions 
to the more modern concept of a coordi- 
nated mental health plan, it is highly im- 
portant that psychiatry render the utmost 
leadership to state agencies administering 
the National Hospital Survey and Con- 
struction Act. 
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Nucleus of New State Hospital 
Planned in Florida 


By W. A. GILROY, Project Manager, 


Gamble, Pownall & Gilroy and Edwin T. Reeder Associates, 


The new State Hospital being 
erected in South Florida is organized 
ultimately to have Receiving and In- 
tensive Treatment Service, Continued 
Treatment Service and Geriatric Serv- 
ice. A fourth Service will be the Tuber- 
culosis hospital to care for all types of 
tuberculous mental patients. In addi- 
tion there are to be administrative and 
maintenance facilities and a medical 
and surgical unit to serve the three 
basic categories of patients (other than 
tuberculous ) . 

All buildings except for the medical 
and surgical and chronic industrial 
buildings and the administration build- 
ing are planned as one story cottages. 
The diversified, single-story pavilions 
are designed to lend themselves to the 
frequent use of outside living areas 
so that South Florida’s beneficent cli- 
mate may contribute its share to the 
convalescence of acute patients and to 
the comfort and health of the con- 
tinued treatment and geriatric patients. 

The hospital will be erected on a 
300 acre site 8 miles northwest of the 
business section of Miami, to serve 
the metropolitan centers of the Florida 
Gold Coasts. The capacity of the hos- 
pital will eventually be about 1,600 
beds with their appropriate, complete 
services. 


First Beds a Miniature Hospital 


Under the present appropriation, 
somewhat less than 500 beds will be 
constructed. These will consist of the 
complete receiving and intensive treat- 
ment service; the acute medical and 
surgical facility and about one-third of 
the eventual geriatric service. This 
first appropriation is enough to pro- 
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vide, it is hoped, a complete mental 
hospital in miniature. 

At the request of the medical profes- 
sion, the initial units are planned to 
take any type of patient with a favor- 
able prognosis for treatment, and any 
type, including those with a bad 
prognosis, for diagnosis. Such patients 
will either be continued in the geriatric 
facility, if this is appropriate, or will 
be transferred to existing state hospitals 
until the next appropriation is made 
to provide the continued treatment 
facility. 


Continuous Building Program Planned 


Although an almost continuous 
building program will be carried on, 
if funds permit, until completion of 
the master plan of the hospital, adapta- 
bility to changing conditions and easy 
separation where necessary will be 
readily accomplished by the multipli- 
city of small buildings, rather than by 
floor assignment in multi-story struc- 
tures. Whereas sex and racial segre- 
gation (the latter a State requirement ) 
has been observed in treatment and 
housing areas, recreational and service 
facilities will cater to all classifications 
of patients, and such segregation as 
may be necessary will be accomplished 
by proper scheduling and not by dupli- 
cation of these facilities. 

The Receiving & Intensive Treat- 
ment Service for the intensive treat- 
ment of the acutely ill with a favorable 
prognosis consists of a system of small 
buildings connected by attractively en- 
closed corridors. The service contains 
120 beds arranged in nursing units of 
20 patients each, and buildings are 
connected with the physical and 


psychological treatment areas by open 
loggias. Kitchen and dining facilities 
make this service, in effect, a complete 
psychiatric hospital. 

Patients with different behavior 
characteristics are housed in separate 
nursing units. The nursing units for 
disturbed patients, however, provide 
for sub-segregation of patients of vary- 
ing degrees of disturbance. A series 
of patios and exercise yards provide 
rest and recreation areas for all classif- 
cations. 

Six 32-bed convalescent cottages 
surround these buildings, providing 
living accommodation for two-thirds 
of the acute treatment section, within 
easy walking distance of the treatment 
areas, dining rooms and recreational 
facilities. 


G. M. & S. Building Connected 


The Receiving and Intensive ‘Treat: 
ment Service buildings are connected 
by direct passage to the multi-story 
medical and surgical building which 
provides 72 beds for acute physically 
ill patients. This building contains a 
complete physical diagnosis and treat- 
ment section, pharmacy, laboratory, 
dental suite and morgue in one wing; 
staff dining area, mechanical equip 
ment and surgical suite in another, and 
in direct connection with the Receiv- 
ing and Intensive Treatment Service 
buildings, a two-story administration 
section. 

The three-story nursing unit wing 
of the medical and surgical building, 
of which a typical floor is shown on 
the plans, will segregate patients 4 
follows: colored men and women, fist 
floor; white men, second floor: white 
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A perspective rendering of the complete new state hospital to be erected in South Florida. The 300 acre site is 8 miles 


northwest of Miami and will serve the urban areas of the Florida Gold Coast. 


shown here, will be about 1,600 beds with their appropriate services. 


The eventual capacity of the plant, as 
Under the existing appropriation, something un- 


der 500 beds are to be erected, including the receiving and intensive treatment service, about one-third of the geriatric 
service, the acute medical-surgical facility and necessary common requirements. 


women, third floor. Each nursing unit 
is designed to accept all behavior 
classifications, such as quiet, depressed 
and disturbed in the anticipated num- 
bers, with a nurses’ station to super- 
vise each group of 24 beds. 


Continued Treatment Patients 
in Groups 

Prototype buildings for the Contin- 
ued Treatment Service will be pro- 
vided in groups of three each, for 
colored and white, each building being 
adapted for the housing of both men 
and women. Continued treatment pa- 
tients, who will eventually occupy 
822 beds of the total hospital, will be 
subdivided into four groups as fol- 
lows: 
. Patients engaged in hospital indus- 
tty will be housed in 3 two-story build- 
igs, each accommodating 110 people 
m open nursing units. The minimum 
of service facilities will be provided, as 


these ambulatory patients will walk to 
their various activities and so will re- 
quire little but bed and day room 
space. 


2. Disturbed patients will be in three 
single-story buildings of 60 patients 
each in three nursing units. These 
buildings will have security features to- 
gether with considerable service and 
treatment facilities, including sedative 
baths, shock and recovery rooms, exer- 
cise gyms and psychiatrists’ offices. Al- 
though most of these patients will be 
able to walk to the central dining 
rooms, some dining facilities are to be 
provided in the buildings for highly 
disturbed or untidy patients. 


3. Inactive patients, to whom services 
such as food and treatment must be 
brought, will be located farthest from 
the central recreation and dining 
rooms, in 3 single-story buildings each 
housing 40 patients. 


4+. Chronically physically ill patients 
(192 beds) are attached to, but not in, 
the medical-surgical complex. This 
building, like the acute medical-surgi- 
cal section, is arranged in three simi- 
lar floors, each with 2 nursing units of 
32 beds each, controlled by 2 nurses” 
stations. 


Geriatric N. U.’s for Three 
Categories 

The geriatric facility (300 beds) will 
consist of three identical one-story 
buildings, each containing 100 beds in 
four nursing units. The nursing units 
in these buildings are not of equal 
size but are designed in accordance 
with the requirements of the three 
patient groups—ambulant, semi-ambu- 
lant and infirm. These buildings are 
to be almost completely seif-sustain- 
ing, providing treatment, dining, oc- 
cupational therapy and recreational 
facilities. For night supervision, two 
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nurses’ stations can supervise four 
nursing units, while for day activities, 
two additional nurses’ stations may be 
opened for closer supervision of activity 
programs. 


TBC Service Self-Contained 


The tuberculosis service will consist 
of a single one-story building holding 
78 beds, housing all categories of pa- 
tients in separate wings, but having 
centralized services, including minor 
operating and treatment facilities, in 
addition to recreational, occupational 
and kitchen and dining facilities such 
as would be found in a geriatric build- 
ing. 

Additional patient facilities will also 
include a 60 bed maximum security 
building for the so-called criminally in- 
sane, and 16 beds for psychotic drug 
addicts and alcoholics. 

Considerable effort has been made 
to orient all patient living quarters 
toward the south or east, to take ad- 
vantage of the southeast trade-winds 
which make South Florida comfortable 
in midsummer. Mechanical ventila- 
tion units will assure cross-ventilation 
during the occasional absence of these 
benign breezes. Where a_ patient's 
room is located with other than an 
eastern or southern exposure, it will be 
airconditioned. Here will be located 
the loud or disturbed population of the 
various services, so that the air-condi- 
tioning will serve the added purpose 
of sound control where it is most 
needed. 

In addition to patient living and 
active treatment facilities, the usual 
recreational and service units are 
planned to provide the vocational and 
avocational activities considered an 
important part of the treatment pro- 


gram. 


Sewage, Utilities & Communications 


A complete water and sewage sys- 
tem is planned, and treated water 
production will be on the basis of 200 
gallons per person per day, with ele- 
vated storage capacity, for reserve and 
fire protection, of 150,000 gallons. A 
trickling filter sewage disposal plant 
may be incorporated to serve the hos- 


pital, with effluent outlets drilled to 
salt water strata or carried to the near- 
est flowing water two miles away. 

The utilities section will provide a 
power plant for steam and auxiliary 
electric service, shops for motor main- 
tenance, carpentry, electrical and 
plumbing services, and warehouses 
both for cold and dry storage. 

The hospital will probably build 
and maintain its own telephone and 
inter-communication system, including 
fire alarm, doctors’ call, television and 
circuits for music therapy. It is ex- 
pected that electric power will be pur- 
chased with a combination overhead 
and underground distribution layout 
which will restrict exposed lines to 
service areas and roads so that evident 
wiring in patient and public view will 
be minimized. 


Common Facilities Centrally Grouped 


The main entrance boulevard will 
be flanked by an inter-denominational 
chapel, combination gymnasium-audi- 
torium and recreational building com- 
plex, housing canteen, library, bowl- 
ing alleys, billiard rooms and snack 
patio overlooking the playing fields, 
baseball diamond, tennis and shuffle- 
board courts. It is hoped that group- 
ing these elements together in a loca- 
tion midway between the chronic and 
convalescent areas will result in maxi- 
mum benefit for all patients able to use 
them to advantage. 


Food Service to be Planned 


Food service has not yet been fully 
analyzed or planned, but it will prob- 
ably be divided into two specific parts, 
providing two central kitchen-dining 
areas, one to serve the receiving and in- 
tensive treatment service and the 
medical & surgical patients, numbering 
500, plus the staff, and one centrally 
located kitchen to serve both ambula- 
tory and confined continued treat- 
ment and geriatric groups, amounting 
to over 1,000 patients and staff. Cafe- 
terias will be generally used, with the 
transfer of hot food to relatively iso- 
lated serving lines and confined beds 
by vacuum cans or hot food carts. 


Central control of food, raw materials 
and general supplies will be exercised 
by a central purchasing authority di- 
recting the buying and bulk storage as 
well as the issuing of goods of all 
kinds. Security and supervision of this 
area is a mandatory provision of the 
State authorities. 


Materials & Finishes 

Many details of construction and 
finish are yet to be determined but 
basic criteria include a fire resistant 
structure and finish, with definite 
preferences indicated for pre-stressed 
concrete spanning interior spaces, al- 
lowing great flexibility for interior 
partitioning and the elimination of in- 
terior columns and beams for simpler 
adjustment of mechanical and electri- 
cal service and equipment. 

Exterior pre-cast concrete wall panels 
are being considered. Interior and ex- 
terior finishes—tile, cement, plaster 
and terrazzo—will result in a balance 
of excellence and cost with relatively 
maintenance-free characteristics. Sound 
control and color dynamics will be of 
major concern and it is expected that 
a mandatory budget item will be ade- 
quate sub-tropical landscaping which 
is so important a part of Florida liv- 
ing. 

As architects we realize that a proper 
and adequate disposition of functional 
elements and spaces in the hospital 
may direct us to building methods and 
results which may not be the most 
visually desirable from an artistic 
point of view. Not the least of the 
architect’s problems is the shortage of 
personnel in the hospital which neces- 
sarily affects the functional needs of 
the buildings. However, within the 
bounds of these limitations it is our 
firm intention, in accordance with the 
pleas of the medical profession, to 
pursue that elusive quality in building 
which transcends the purely material. 
We hope that here will be found some 
elements of that “environment of good 
cheer and hope”’—that place where 
the patient may find “a situation in 
which he is acceptable,’—that quiet 
garden where a man may find himself 
again. 
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MEDICAL AND SURGICAL SECTION 


Elements of first floor plan, including 
typical acute nursing unit, public en- 
trance and first floor of administra- 


tion, physical diagnostic and treat- 
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GERIATRIC SERVICE 


Includes dining, treatment and occupational 


therapy facilities, in addition to living quarters. 


Note the diversity of outdoor living areas for the 


tists 


different services. 
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SINGLE ROOMS 


those quiet groups whose prognosis and 


behavior may permit open ward housing 
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Relationship of New Hospital 


to Total State Plan 


By W. D. ROGERS, M.D. 


Superintendent, Florida State Hospital, Chattahoochee. 


The State of Florida is in the process 
of building its first completely new state 
mental hospital. In the past this state has 
been served by one large mental institu- 
tion at Chattahoochee and its branch 
hospital at Arcadia. 

The Chattahoochee hospital was estab- 
lished in 1876 on the site of an Arsenal 
coustructed by the U.S. Government in 
1834, and utilized buildings existing at 
that time. Many additional buildings 
have been added since, and today the 
population of the institution has reached 
6,447. 

This served as the only state mental 
institution in Florida until 1947, when 
the State accepted from the Federal Gov- 
emment two airfields, located near Arca- 
dia, and established a branch hospital on 
the site of these two fields. The existing 
buildings were of permanent structure 
and were converted for the care of the 
mentally ill. This branch hospital cur- 
rently has a population of 1,186. 


Need for Regional System 


For a number of years, Florida has 
realized the serious need for expansion 
of its mental health program, and for 
establishing a regional hospital system. 
The initial appropriation to begin this 
new mental hospital project was obtained 
only after several years of intensive work 
and effort by many organized groups in 
the state, by our mental health societies 
and interested individuals, and certainly 
much credit should be given to the peo- 
ple who have worked so diligently to help 
develop and present this program to the 
Legislature. Mr. John S. Burwell, who 
has been a member of the Legislature for 
many years, devoted much time and effort 
to this program and was instrumental in 
bringing about an appropriation of 
$5,000,000 to start the planning and con- 
struction of this first hospital, which will 
be essentially the Receiving and Intensive 
Treatment Service of the total new 
state hospital in a regional hospital plan. 

The plan is to establish psychiatric 
hospital services in general hospitals and 
additional mental hospitals in various 
locations all over the state so that all 
patients may be within a few miles drive 


of psychiatric service. This is essential 
because the population of the Chattahoo- 
chee hospital has grown to above 6,000 
patients, and because of the long distance 
patients have to travel to the northwest 
section of the state where the hospital is 
located. (It is 700 miles from Chattahoo- 
chee to the Florida keys.) This distance 
is especially undesirable in transferring 
patients to and from the hospital and 
inconvenient for relatives to visit the 
hospital. 


Hospital to Serve Urban Area 


The regional hospital plan will not 
only eliminate the great distances that 
patients and relatives have to travel but 
will also allow each psychiatric facility to 
serve a given area and enable the mental 
hospitals, through these multiple services, 
to conduct more efficient outpatient pro- 
grams and follow-up care. 

It is interesting to note that the State 
agency which has had the responsibility 
for surveying and planning for hospital 
facilities for the state on behalf of the 
Hospital Survey & Construction Act 
(Hill-Burton) also recognized the need 
for new mental hospitals and in addition 
provided, with high priorities, that psy- 
chiatric service be incorporated in 8 new 
general hospitals which are programmed 
in the overall state plan. 

After careful consideration, the present 
300-acre site for the new State Hospital 
was selected close to Miami, because it 
is essentially an urban area, closely popu- 
lated, so that outpatient and day care 
programs could be developed. The land 
was donated by Broward County, in 
which the hospital is to be located. 


Master Plan Made for Whole Hospital 


The architectural firms of Gamble 
Pownall and Gilroy of Fort Lauderdale, 
and Edwin T. Reeder Associates of 
Miami, were selected to design the new 
hospital. These firms immediately made 
an extensive survey of mental hospitals 
in the United States and Canada, visited 
17 selected hospitals and obtained advice 
and recommendations from hospital ad- 
ministrators and psychiatrists throughout 
the country. A Master Plan was then 


developed for the new hospital, providing 
a maximum patient capacity of 1,660 
beds. Since the initial appropriation of 
$5,000,000 is sufficient to accomplish 
only a portion of the work contemplated 
under this planning, it was decided that 
the available funds could best be used in 
the following manner, providing a nu- 
cleus of slightly less than 500 beds: 

To build the Receiving and Intensive 
Treatment Service and one-third of the 
Geriatric Service, together with certain 
facilities which are common requirements 
of both services, such as the medical and 
surgical facility, the rehabilitation facili- 
ties, the administrative facility, and facili- 
ties for the dietary and maintenance de- 
partments. 

A third Service, the Continued Treat- 
ment Service, and a fourth, the Tuber- 
culosis Service, are planned at a later 
stage of construction when appropria- 
tions are made available. The Tuber- 
culosis Service will provide care and treat- 
ment for tuberculous mental patients in 
all categories. 

The Receiving and Intensive Treat- 
ment Service will be provided with its 
own food service, its own recreation and 
occupational therapy facilities so that it 
can be ultimately separated from the 
other sections of the hospital to be built 
later. 


Emphasis Put on 
Receiving & Intensive Treatment 


Although the preliminary planning has 
been completed and approved, certain 
changes both in detail and theory. may be 
made during the preparation of working 
drawings and specifications. For instance, 
there is some hope that the Receiving 
and Intensive Treatment Service, offer- 
ing early diagnosis and special treatment, 
supported by the medical and surgical 
service, will increase the patient turnover 
so that continued treatment facilities 
may not be essential to the same extent 
or needed so soon as in a mental hospital 
lacking first-class early treatment facili- 
ties. Also, the hospital is favorably located 
in respect to community needs and a day 
program may be instituted, thereby 
changing to some extent the need for 
additional inpatient bed areas. 

We have put much stress upon the 
Receiving and Intensive Treatment Serv- 
ice of the hospital, and decided that 
additional appropriations will be used to 
provide for the other facilities which 
have been included in the Master Plan 
for the overall hospital. It is our hope 
now that the final plans for the earlier 
sections will soon be ready, that construc- 
tion will begin quickly and that within 
less than two years the institution will be 
in operation. 
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Chamberlin Security Screens can be 
ordered with special emergency re- 
lease permitting instant patient re- 
moval by operation of !cck from 
outside building. Special key opens 
all screens from inside. 


Reduce 


eat of disaster, too, 


with Chamberlin Security Screens 


You reduce the threat of disaster. 
No grilles, no bars to trap patients in 
case of fire. No stubborn or jammed 
locks to hinder rescue operations. Ex- 
clusive Chamberlin locks permit instant 
patient removal from outside in emer- 
gencies. 


You reduce glass breakage. Inside 
mounting of Chamberlin Security 
Screens reduces window-glass breakage, 
cost of glass replacement, patient injury. 
You reduce sash repair and paint 
costs. Chamberlin Security Screens 
mounted at recommended distances 
from window help prevent mutilation 
of window frames, sash, paint. 


The right screen at the right 


Detention Type Protection Type 


You reduce grounds maintenance 
costs. Patients can’t throw litter out 
of window, can’t store it on window 
sill, can’t receive forbidden objects. 


You eliminate insect screen costs. 
Close-woven, high-tensile-strength wire 
of Chamberlin Security Screens takes 
place of insect screening, withstands 
usual abuse. Admits ample light and air. 

Over the years, these savings will 
more than offset your original screen 
costs. Yet they're only a few of the 
savings and services other hospital ad- 
ministrators receive every in (see 
right). Let our Hospital Advisory Serv- 
ice give you full details. Write today. 


cost to fit your patients’ needs 


Chamberlin Detention 
Screens provide maxi- 
mum detention and pro- 
tection. Their heavy steel 
frames wired with high- 
tensile-strength wire 
cloth suspended by con- 
cealed springs to absorb 
shock, reduce injury to 
both patient and screen. 
Chamberlin Protection 
and Safety Screens pro- 
vide suitable and eco- 
nomical protection for 
non-violent patients. 


Safety Type 


QUICK NOTES 


on savings and services 
provided by 
Chamberlin Security Screens 


In the last fourteen years, cover 
80,000 Chamberlin Security Scrc ens 
have provided these and additional 
savings and services to hundreds of 
hospitals in almost every state of 
the U.S. and in numerous forcign 
countries, 


Chamberlin Security Screens re- 
duce maintenance time, effect 
material savings: Replace heavy 
bars and guards. Replace insect 
screens. Stop glass breakage and 
damage to window frames and sash. 
Reduce painting requirements. Re- 
duce grounds maintenance work by 
keeping litter in rooms. 


They reduce cost of medical care 
for physical injury: Prevent self. 
damage and attacks on attendants 
with broken glass. Prevent cold- 
inducing drafts. Prevent suicide 
attempts by hanging from window 
muntins, grilles, bars. Prevent 
receipt of dangerous pass-in objects. 


They provide more cheerful at- 
mosphere. Supplant depressing 
jail-like bars and grilles. Make room 
interior more homelike; keep build- 
ing’s exterior uncluttered. Admit 
ample light and summer air. 


Chamberlin Security Screens sup- 
plement supervision. Special Cham- 
berlin locking device resists tam- 
pering and plugging attempts. 
Close-woven, high-tensile-strength 
wire mesh foils usual picking and 
prying. Smooth frame edges and 
rounded corners preclude  acci- 
dental or intentional self-damage. 
Screens can be provided with emer- 
gency release permitting instant pa- 
tient removal by operation of lock 
from outside, 


Modern institutions turn to 


CHAMBERLIN COMPANY OF AMERICA 


For modern detention methods 


CHAMBERLIN COMPANY OF AMERICA 
Special Products Division 
1254 LA BROSSE ST. * DETROIT 32, MICH. 


CHAMBERLIN INSTITUTIONAL SERVICES also include Rock Wool Insulation, Metal Weather Strips, Calking, All-Metal Combination Windows, and Insect Screens 
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We sometimes succeed too well in 
creating a comfortable atmosphere in 
mental hospitals. To some patients 
the hospital routine is so satisfactory 
they take up virtually permanent 
residence, even though they have at- 
tained the maximum benefits from 
treatment and should return home. 

About a year ago we undertook a 
small-scale experiment to discover 
what means were needed to instill in 
such patients the desire to leave. An 
open ward was selected for the study. 
On reviewing the clinical history of 
each patient, we discovered that the 
ward composition was almost evenly 
divided. On the one hand was a 
group which had been hospitalized 
from three months to two years, pro- 
gressing from closed to intermediate 
and to open wards. They looked for- 
ward to leaving the hospital as soon 
as possible. 

On the other hand were the pa- 
tients whose hospitalization ranged 
from three to thirty-four years, most 
of it spent on the open ward. They 
were actively employed within the 
hospital and displayed no overt psy- 
chotic symptoms. Seemingly they 
were able to leave the hospital and 
accept the demands of community 
life. Yet, when interviewed, most of 
them indicated, sometimes indirectly, 
the reasons behind their reluctance to 
leave—they ate well, had excellent rec- 
reational facilities, and their closest 
friends were right there. These feel- 
ings were correlated with pre-admis- 
sion data. In instance after instance 
emerged a pattern of parental and 
social rejection, shown in school, job 
and marriage failures. In all likeli- 
hood, the successful hospital adjust- 
ment constituted the first success in 
anything. 

It was apparent that dependency 
was the common factor. A group ap- 
proach was considered most therapeu- 
tically sound; feelings heretofore un- 
expressed and unrecognized would be 
more acceptable if shared by others. 
Moreover, past attempts at individual 


Group Leave-Planning 
For Long-Term Patients 


By ALBERT E. GUSTIN, M.S.W. 
Metropolitan State Hospital, 
Norwalk, California 


leave-planning had not been success- 
ful with these patients. 

Seven patients were chosen by the 
ward physician to form the discussion 
group. All were diagnosed as psychot- 
ic, and they included three epilep- 
tics, one schizophrenic, a manic-de- 
pressive and one psychopathic per- 
sonality. (This latter, after the group 
experience, was re-diagnosed as a 
schizophrenic.) The average length 
of hospitalization was almost 15 years. 
None had relatives willing or able 
to take them, and only one had ever 
been on leave of absence. 

The initial sessions were spent in 
comparing life on an open ward with 
life in the community. In consider- 
ing the similarity of demands made 
upon them in both situations the pa- 
tients began to recognize from their 
current adjustment that they were on 
their way to being able to live outside 
the hospital. All realized the protec- 
tive nature of hospital life, but were 
willing to consider that “hospitals 
were for sick people” and that con- 
valescence could be gained outside 
the hospital. 

It was during the third session that 
specific leave plans were outlined by 
one patient. At first he was reluctant 
to discuss them, but one patient told 
him “Come on now, that’s why we're 
all here—to help each other.” This 
attitude was predominant throughout 
the process and seems to explain why 
such a disparate group could work 
together. 

A field service representative of the 
Department of Mental Hygiene, Bu- 
reau of Social Work and a former pa- 
tient from the ward, who was on work 
leave, attended a session to answer 
the patients’ questions about work 
leave. The next meeting was devoted 
to discussing leave of absence and dis- 
charge. The lack of correct knowl- 
edge, and consequent apprehension, 
on the part of the group about policies 
and procedures involved seemed to in- 
dicate a need for adequate orientation 
during early hospital life. 


Other sessions covered more usual 
group therapy topics, such as authori- 
tarian figures, the impact of mental 
illness, and the difficulties of facing 
new situations. Only one session, on 
community recreation outlets, failed 
to evoke a positive response. The 
patients expressed considerable re- 
luctance, and even fear, at the 
thought of going to a playground or 
library where they were unknown and 
asking for help. 

The last two sessions were spent 
preparing the patients for staff ap- 
pearances. It had been planned that 
following the discussion series each 
member of the group would appear 
before staff for approval of leave 
plans. This, however, was not car- 
ried out as soon as had been hoped 
because of the pressure of work on 
the ward physician. Consequently, 
some of the patients regressed to 
former attitudes and felt that the 
project was “just something else.” 
Later developments, however, dis- 
proved this conclusion. 


Results Fifty Percent Successful 


Three of the patients have left the 
hospital, one after 23 years, another 
on his fifth leave of absence since 
1945. The third man, hospitalized 
since 1932, is doing well on work 
leave placement. A patient who has 
been in the hospital only three years 
requires further individual support to 
follow through with his plans to take 
a sanitarium job. 

The remaining three group mem- 
bers derived less benefit. One, in fact, 
dropped out of the group after the 
first meeting. One of the epileptics, 
who throughout the discussions had 
insisted he was not physically well 
enough to leave, climaxed his group 
experience with a series of severe 
seizures. The other man has flatly 
decided he will not go for at least a 
year, and rationalizes his decision by 
claiming he has to save some money 
first. 

The group discussion approach to 
leave-planning has several advantages. 
In a group a patient who feels reluc- 
tant to leave finds it much easier to 
explore and express his true feelings. 

It is not suitable for all patients, of 
course. But for those who are able to 
communicate and to begin forming 
relationships, we feel that this pro- 
cedure offers promise. 
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Current Events 


Coordination of Efforts 
Emphasized at VA-NP Meeting 


Dr. Kenneth E. Appel, President of 
the American Psychiatric Association, 
called upon psychiatrists and other 
therapists to recognize the value of a 
multiple-factor approach to the prob- 
tems of mental illness, and appealed to 
all disciplines for a higher degree of 
coordination and teamwork. Dr. 
Appel was addressing over 1,600 dele- 
gates to the Sixth Annual Neuro- 
psychiatric Meeting held February 25 
and 26 at the North Little Rock Vet- 
erans Administration Hospital. 

Guest lecturers repeatedly empha- 
sized both the physiological and 
psychological aspects of mental ill- 
ness which should be considered in 
rendering adequate treatment. 

“The peptic ulcer is now the 
classic psychosomatic disease,” said 
Dr. Franz Alexander, Director of the 
Institute for Psychoanalysis, Chicago. 
“But how can you say that emotional 
factors are predominant in every 
case?” 

Dr. Francis S. Braceland, of the 
Institute of Living, Hartford, said 
he would encourage psychiatrists and 
general practitioners to work closely 
together, since emotional symptoms 
many times may indicate organic ills. 

Dr. William Malamud, Professor 
of the Department of Psychiatry, Bos- 
ton University School of Medicine, 
referred to the high degree of speciali- 
zation in research into schizophrenia 
which had been common in the past, 
and told listeners that today the prob- 
lem is being approached through 
periodic conferences between _re- 
searchers in the various fields. 

Dr. Jules H. Masserman, Professor 
of Nervous & Mental Diseases, North- 
western University, Chicago, called 
for more correlation of knowledge on 
research and treatment. He deplored 
the attitude of the specialist who ad- 
vocates one particular type of treat- 
ment, with the assurance that “if it 
doesn’t work, the patient was incur- 
able anyhow.” 

Other speakers included Dr. Alfred 
C. Kinsey, Director of the Institute on 
Sex Research, Inc., and Professor of 
Zoology, Indiana University, who re- 
minded his audience that at no point 
had he, in his works on sexual be- 
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havior, suggested that statistical nor- 
mality is either morally or socially 
proper. He would make no attempt 
to define what should be normal or 
abnormal, but would merely point 
out the diverse ways in which the 
terms were used. 

“There are four approaches to the 
question,” he said, “statistical, bio- 
logical, moral and rational.” The 
latter approach involved social utility 
or inutility of any type of behavior. 

“Some of my critics,” he continued 
“men of science, want to have three 
kingdoms—plant, animal and man— 
and ignore the biologic fact that 
man is an animal.” 

Dr. Gregory Zilboorg of New York 
spoke twice on the program, his 
topics being “The Problems of the 
Psychiatric Expert in Court” and 
“Treatment & Hostility in Psychiatry 
—a Historical Perspective.” 

Dr. Henry G. Schwartz, Consultant 
in Neurosurgery at the VA Area Medi- 
cal Office, St. Louis, described a rela- 
tively new procedure in the treatment 
of hydrocephalus in a female child. 
Dr. Richard L. Jenkins, Chief of VA- 
NP Research, Washington, D. C., 
described research being conducted at 
the North Litthe Rock VA Hospital 
under the direction of Dr. Henry N. 
Peters. While the original experi- 
ments involved problem solving with 
individual patients, said Dr. Jenkins, 
the experiment had been expanded 
to include simultaneous problem solv- 
ing involving the cooperation of two 
schizophrenic patients. The purpose 
was to increase the value of the work 
by requiring the social cooperation 
which the schizophrenic has lost. 

Professional exhibits at the meet- 
ing included a display of the therapies 
used in the Acute Intensive Treat- 
ment and Continued Treatment Serv- 
ices. Another exhibit showed rehabili- 
tation techniques used with lobotomy 
patients. Clinical exhibits included 
specimens of various types of ab- 
normalities of an electrocardiogram 
and photographs and X-rays depicting 
different diseases of internal medicine. 
Many of the other activities of a mod- 
ern mental hospital, including edu- 
cational programs, food preparation 
and service, social service activities 
and administrative devices were illus- 
trated in the other exhibits. 


E. L. WILBUR, Asst. Mgr. 
North Little Rock VA Hospital 


Educators Confer on 
Hospital Recreation 


The education of recreation workers 
for hospital positions was discussed at 
a Conference on Professional prepara. 
tion of Recreation Personnel. The 
meeting was held March 1, 2, and 3 in 
Washington, D.C., under the joint 
sponsorship of several units of the 
National Education Association and 
various national organizations con- 
cerned with recreation. 

The session on Hospital Recreation 
dealt with both undergraduate and 
graduate preparation. The undergrad- 
uate courses give the student a general 
background in recreation but do not 
prepare him specifically for hospital 
work. Nonetheless, many graduates 
go into hospital work without any 
further preparation, although some 
may have done their required field 
work practice in a hospital or have 
had some experience in volunteer 
work or summer jobs in hospitals. 


It was felt that there was no harm 
in this, providing the hospital had an 
organized recreation set-up and that 
the person would be working under 
the direction of a competent, experi- 
enced recreational therapist. In some 
cases, however, the recent graduate 
has accepted a position in a small hos- 
pital where he had sole responsibility 
for the recreation program. The dele- 
gates, most of whom have charge of a 
university recreation curriculum, won 
dered whether the undergraduate pro- 
grams should contain more courses 
which would better prepare students 
for hospital work. They generally 
agreed that it was desirable for a stt 
dent to acquire a certain amount of 
hospital experience before entering 
the graduate program. Thus, if he 
discovered he was not suited for this 
work, he could pursue his studies im 
some other area of recreation. 

Regarding the graduate programs, 
it was noted that eight universities 
offer degree programs in rehabilitative 
recreation. One of these, the Univer- 
sity of Minnesota, has since 1950 of 
fered a Master of Education in Hos- 
pital Recreation. Only 12 of these de- 
grees have been awarded by the Univ- 
ersity, but the number being awarded 
each year is increasing. The Univer- 
sity is now considering the feasibility 
of offering a correspondence course in 
hospital recreation. 
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